AUTOMATIC REFILL FORM
	The following form is required if you would like to request your prescriptions be automatically filled and shipped.

Please print this page, sign and fax it to us at 815-572-8991 or mail it to the address below, along with a copy of your prescription.

Upon receipt, we will set up your refills to be dispensed according to the frequency indicated. Please be sure to read the entire form if you would like to participate in the Auto-Refill program.


	QUINNSRX / STARGATE ENT. 


ADDRESS:   10 SOUTH 3RD ST.

CITY:   TOMAHAWK   STATE: WI.   ZIP:   54487

PHONE NUMBER:   
FAX NUMBER:   (815) 572-8991
EMAIL:   QUINN@QUINNSRX.COM


	SHIP TO:_________________________________

ADDRESS:_________________________________

CITY:_____________ STATE:_____ ZIP:________

PHONE NUMBER: (____)  ____________________




	I, (print name) _______________________________________________ request the following medications be shipped to me automatically per the schedule specified below.


	Medication

(example – Allegra)
	Dosage and Quantity

(example – 10mg 90 pills)
	How often to ship out*
(example – once per month)

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	

	6
	
	
	


*Note: You may only have a 90 day supply of any prescription drug at any one time by law.
	Any changes in shipping address or medication order must be sent to the pharmacy 14 days before the scheduled fill date. I acknowledge and agree to Quinn’s RX return policy as stated below.

Signed: ___________________________________________________________

Date: _____________________________________________________________

This acknowledgement shall remain in effect until I request that it be terminated by letter or e-mail. I also understand that my prescriptions will be sent by this policy for all future refills.  Cancellation of this request will be received via e-mail or fax to confirm termination. 

Auto Refill Return Policy
When a patient requests an automatic refill on a scheduled time frame, the medication is also non-returnable. We require a Two-week notification of any change in medications, shipping address, or billing information. Once you notify QuinnsRX of any change, every attempt will be made to stop the preparation and shipping of your medication. If your order has already been shipped from QuinnsRX, it is non-returnable and no refund will be issued.


	Credit Card Information

□ Visa Card          □ Master Card      (We currently only accept Visa and MasterCard.)
Credit Card Number:​​​​​________________________________   Expires:_____________

CVV2 Value:_____________________ 

(On Visa and Master cards, the CVV2 value is the last 3 digit number located in the signature area on the back of your credit card, just to the right of your account number.)
Please print name EXACTLY as it appears on card:​​​____________________________
Billing Address of Card Holder:​​​_________________________________________

City:______________________    State:____________     Zip Code:_________________
I hereby authorize QuinnsRX to process payment for orders to the above referenced credit card.  These orders will be made by the above listed authorized users (QuinnsRX or Stargate Ent.).  I assume responsibility for payment & in doing so I agree to abide by QuinnsRX Return Authorization conditions.  I have read the above conditions & hereby agree to the terms.
Authorized Signer:_________________________​​​​​​​_________         Date:___________________

Printed Name of Signer Above:___________________________________________


	If you received a customer code from us, you can enter it below to receive your promotional discount.
Customer Promotional Code:________________________________________________________









